A foreign body can enter the body via penetration through the skin. In the presented case, a broken syringe needle was found and removed from the splenic parenchyma. In order to prevent such iatrogenic injuries, which could have fatal consequences, the hospital staff must give particular care in the handling of sharp FBs.
Foreign body (FB) aspiration and ingestion are not uncommon in children, and sharp FBs can also enter the body by penetration. As these latter cases are rare, the diagnosis can be challenging without a history of penetration 1, 2 . Herein, we present an infant with a sharp FB that punctured the spleen after penetration through the skin of the subscapular area 1, 2 .
Case Report
A six-month-old male was admitted to the hospital with the complaint of constipation. He had no other complaints or symptoms. His physical examination was normal. The X-ray showed a FB (needle) located in the left upper quadrant of the abdomen. As it was assumed that the FB (needle) was located in the stomach (Fig. 1) , an upper gastrointestinal endoscopy (UGE) was performed, but it showed no evidence of FB in the stomach. Computerized tomography (CT) was then performed and revealed that the FB (needle) was localized in the splenic parenchyma (Fig. 2) . His physical examination was repeated, and a lesion thought to be the entrance site of the needle was found on the left subscapular area. The psychosocial status of the family was not relevant with regard to possible child abuse by the parents or other psychological disorders. After informing the family, an exploratory laparotomy was done, and a 21G syringe needle, which had been broken for blood sampling, was found in the splenic parenchyma. The sharp end of the needle faced anteriorly, and was located laterally and superficially in the spleen. It was removed with a forceps. There was no active bleeding. The postoperative follow-up was uneventful, and the patient was discharged on the second postoperative day.
Discussion
A foreign body (FB) can enter the body by ingestion, aspiration or penetration [1] [2] [3] [4] [5] . Although FB ingestion is common, FB aspiration is more fatal 3 . Injuries were found to be most common in the first decade of life and tended to affect more males than females. In abdominal FB, ingestion is usually suspected, and it can also lead to extraluminal migration, which can be to solid organs like the spleen and liver 6 .
In the English literature review of FBs in solid organs by Feng et al. 7 , there were 11 cases of FB in the liver (9 via extraluminal migration, 2 transcutaneously). Most of the patients had no clear history of entrance. Similarly, FB in the spleen was also reported via ingestion or penetration 8 . In our case, we suspected transcutaneous entrance based on the perioperative findings (sharp end of the FB facing anteriorly). The literature review and pediatric cases are summarized in Table I .
In patients with aspiration or ingestion, the diagnosis can be challenging because of the difficulty in obtaining a reliable history, as in most cases, the parents did not witness the event. In cases without a witness, patients can be diagnosed incidentally when an X-ray, taken for another reason, shows the radiopaque FB.
Many techniques can be performed in order to diagnose and locate the FB. Plain X-ray is the initial imaging for patients with suspicion of FB in the alimentary tract 6 . Visualization of a FB in plain X-ray depends on their radiopacities. The nature of the FB can be predicted by its silhouette, size and contour. Repetitive X-ray is needed to follow the FB's progression through the alimentary tract. Sharp FBs can cause erosion, ulceration or perforation. Sharpended FBs can lead to complications, such as appendicitis, liver abscess, intussusception, or fistulas, in 35% of the patients 1 . They can migrate to extraluminal or extraabdominal regions, causing abscess and inflammation.
Ultrasound can also be used to determine if the FB is in a solid organ. Complications can be suspected with plain X-ray when the FB is immobile or causes ileus, or when free air is shown 6 . If a FB is stagnant, UGE can be done to locate and extract the FB. If the UGE also fails to show the FB, as in our case, CT remains a useful technique to detect and evaluate the risks of complications 6 . CT also prompts scheduling of the operative intervention 1 .
There are two methods for the retrieval of FBs in solid organs 7 . In Feng et al.'s review 7 , 5 of 11 patients underwent laparotomy and 3 underwent laparoscopic surgery. In 3 patients, since the FB was stable without movement and not causing complications, the FB was not removed. In our case, we discussed the risks of both surgery and follow-up without treatment with the family, and surgical removal of the FB was decided in an effort to prevent complications like abscess formation. Abscess formation was advised to be treated with surgical drainage 7 In our case, there was no history of penetration. After locating the FB with CT, a detailed history obtained from the parents revealed that the patient had been hospitalized in an intensive care unit for an extended time during the neonatal period and discharged 5 months before admission to our clinic. We repeated the physical examination and found a lesion in the left subscapular area, which was likely the site of the needle's penetration. We then learned that the nurses break the plastic end of the needle to make blood sampling easier. We presume that during the patient's hospitalization in the neonatal intensive care unit, the broken needle had been inadvertently left on his bed and consequently penetrated the subscapular area and eventually punctured the spleen, passing through the paraspinal muscles.
In those patients with no clear etiology, we should always consider Munchausen Syndrome by Proxy (MSBP) and child maltreatment cases 8 . In our case we did not primarily think about MSBP but we assessed the family carefully. Patient did not have recurrent or permanent illnesses, did not have repeated hospitalizations or failed extensive medical tests for an undiagnosed disease 9 . He did not have any symptoms which could not be explained 9 , it was an incidental diagnosis. Parents were not overly concerned or intimate with the medical staff 9 . Parents did not have advanced medical knowledge 9 . Parents were satisfied and well adjusted for being discharged and there were no further admissions to any hospital 9 . Those findings were not concordant with the MSBP.
As the CT showed the FB in the splenic parenchyma, after informing the family, it was decided to operate on the patient. We were prepared for three options, total splenectomy, partial splenectomy or simply removal of the FB. We informed the parents and prepared blood for transfusion in case of bleeding after removal of the FB. During the exploration, the FB was seen to be located superficially in the spleen. It was removed with a forceps without further effort. There was no active bleeding. If the FB had been buried in the parenchyma, or in case of bleeding from the spleen, a partial or total splenectomy would have been considered.
